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The best medecine for worms-a good toilet, properly used! 


INTRODUCTION 


It is a pleasure for us to devote an entire issue of 
CONTACT to health care among the people of Zaire. 
The first article acquaints us with the very concrete 
and courageous work of a male nurse, Citizen Konde 
Pambu Yemba, as he discerns the needs of the people 
he cares for and then goes about providing his own 
solutions. We are happy to pay tribute to his work.* 


The second article reports on rural health care at the 
Evangelical Hospital of Vanga. CONTACT readers 


will no doubt remember Dr Daniel Fountain’s earlier 
article (No. 13, February 1973) describing one aspect 
of this work. 


The illustrations are taken from health education 
materials provided by Dr Jacques Courtejoie of the 
Office for Study and Research on Health Promotion, 
Kangu-Mayombe, Republic of Zaire. 


* This article first appeared in the December 1975 issue of 
“Zaire-Afrique’’, published by the Study Centre for Social 
Action, Kinshasa, which has kindly given permission to 
reprint this article here. 


HOW A RURAL DISPENSARY 
BECOMES A DEVELOPMENT CENTRE 


The experience of a male nurse in Sadi-Kinsanga* 


| would like to tell you about the health care 
programme | have set up at the Sadi-Kinsanga health 
centre, in the zone of Madimba, in the Mfidi-Malele 
collectivity. | am a simple male nurse, working at a 
state dispensary in an agricultural area; one might say 
it is in ‘‘the middle of the bush’’, as Sadi-Kinsanga is 
some 100 kilometers beyond the town of Kisantu 
which has a hospital and is on the main road from 
Matadi to Kinshasa. 


@rorica background 


First of all, | must briefly retrace the story of my 
arrival and of my first few years in the place where | 
am living at the present time. 


| arrived in Sadi-Kinsanga seven years ago, in August 
1968. My first observation was to the effect that the 
so-called dispensary was a simple storage room 
measuring 11/2 meters by 2, hardly worthy of its 
name. | began my work under extremely difficult 
conditions. The difficulties we encounter in state 
dispensaries are well-known, the most acute being the 
lack of pharmaceutical supplies. Isolation is another 
problem: | worked alone for three or four years 
before a doctor came to supervise my dispensary... 
One can readily imagine the handicap this represents 
for the work of a nurse. The regular presence of a 
doctor at our dispensary is an invaluable encourage- 
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When | first arrived in Sadi-Kinsanga, my only 
experience was that of five years of purely curative 
health care. | emphasize this in order to make it clear 
that | had never practised any form of preventive 
medicine. Nor had | any interest in it, probably for 
lack of personal motivation. The new setting in which 
| had come to live and work made me stop and think, 
however, for the health situation truly left much to 
be desired. The environment was frankly unhealthy. 
Lodgings were occupied both by people and by 
domestic animals: hens settled in one corner while 
people slept in another. This is the way things were 
then. The people’s lots were untidy and overrun with 
bush weeds; nobody seemed to mind much, however. 
There were no latrines; people defecated more or less 
anywhere. Sadi-Kinsanga is a large village of over 40 
lots, and when | first arrived there were less than 15 
latrines! Moreover, there was no supply of drinking 
water. The people had no notion as to the use of 
lidded waste-pits. 


This was the situation as | knew it up until 1970; | 
merely waited for patients to come to the dispensary. 
They came, | provided care, and they went away. | 
honestly didn’t pay much attention to the rest. 


In the long run, however, my village’s situation upset 
me and aroused in me the wish to find a new 
approach to health care. In 1971, | began to design 
and implement a public health programme, under the 
auspices of Dr Jancloes who was then medical 
director of the medical sub-section at Kisantu. 


At first, you would have seen — even on my own 
premises — flies swarming out of the W.C. and 
buzzing around at large. | wasn’t particularly 
concerned about this; | knew it wasn’t a good thing, 
but | didn’t have the courage to do anything about it. 
When Dr Jancloes took up regular supervision of the 
dispensary, | was suddenly very relieved, especially 
about the problem of pharmaceutical supplies. Before 
he came, we sometimes went without nivaquin or 
aspirin tablets for three or four months. Now things 
would change, and | felt encouraged to innovate. 


Improving environmental health conditions 


| then felt, from 1971 on, that | could emerge from 
within my dispensary and see what practical work 
could be done outside. What did | do? | worked out 
a programme of public health. By public health | 
mean general sanitation (cleaning up) and health 
education. | submitted this programme to my 
immediate director, the doctor, who gave his support. 


Before going on to implement the programme, | 
thought it would be wise to inform the political 
leaders of my plans which included setting up health 
and development committees. Even to hold health 
meetings, permission must be obtained from the 
authorities; it was therefore necessary to inform them 
of my project. | got in touch with the village chief 
who immediately expressed his agreement. 


* Editors note: This is the text of a talk given at the 
“medical seminar” organized in Kinshasa by the ‘medical 
work section” of the Zaire episcopate and held from 16-26 
October 1975. As this is the account of the author’s own 
experience, we have kept the informal and personal style of 
the talk as it was delivered. 


Throughout my campaign, | was careful to allow the 
people the greatest possible freedom of initiative, 
never imposing anything on them. 


| called together the prominent persons in the 
community, the heads of towns and of the 
“sub-towns’’, as we Call the villages in Lower Zaire; | 
presented my programme to them and to the local 
population via the local authorities. | didn’t ask them 
whether they thought my programme was a good 
one; | only asked if they would allow me carry it out. 
“Wait,’” they said. ‘‘We must meet together before we 
can give you an answer.”’ They withdrew then and 
there to a corner to confer and came back ten 
minutes later. ‘“Yes, we agree to your plan,” they 
said. ‘‘But we will see how it gets under way and what 
we will get out of it.”’ 


Where was | to begin? | decided to start with health 
education, because | had observed that it is 
impossible to improve health conditions without 
health education. The two can, however, be achieved 
simultaneously. | set up my programme of “‘improv- 
ing environmental health conditions.”” By this means, 
| hoped to get each inhabitant to clean up his lot 
every morning, to build and use a deep latrine with a 
cover, and to dig a hole for waste. | also wanted the 
village people to ensure the maintenance of the water 
sources. All this meant calling meetings and holding 
discussion groups. How did | go about this? 


| began in my own village and more particularly on 
my own lot with my own family. | wanted to give the 
people a model they might imitate. To start with, | 
followed the instructions of the ‘‘picture box” (la 
“boite 4 images’’) published in Kangu, which | had 
owned for a long time. Once | had cleaned up my 
own place, | launched my clean-up campaign in the 
village of Sadi-Kinsanga where | live. First, | held a 
meeting to tell the people what | wanted us to do 
together. 


The most urgent matter was the building of latrines. 
The situation had reached the point where people 
were defecating more or less anywhere; fecal matter 
could be seen all along the path leading to the water 
source. | explained that this was not hygienic and 
that it had to stop. | also explained that the chiefs 
had allowed me to give them health education, that | 
was not a policeman and that | was there to do my 
job as a health educator and not to ask them for 
money. | asked each of them to dig a latrine on his 
lot and to cover it witha lid. | showed them my own 
as a model; they came to see it and they saw how to 
go about digging and building a W.C. What happened 
next? Each villager had his own latrine. But do you 
think he used it? This was not always the case, so 
some surveillance became necessary. At first, | made 
motivation and check-up visits twice a week; | took 
advantage of the ‘‘nsona’’ — a day a week which the 
Bakonga usually take off — to hold my meetings. | 
sometimes went off to practise health education on 
Sundays as well. Things were difficult at first. After 


2 


two or three supervision meetings, people were 
against me and were mumbling among themselves, 
“This man is beginning to be a nuisance. Before he 
came, we were content. Didn’t our ancestors have 
illnesses? Does he think we will no longer die, now 
that he is here? ’’ These rumours always found their 
way back to me. | said to myself each time, ‘Never 
mind, this is a good sign. It is encouraging.’’ And | 
went on with my work. | then reached a second 
stage: that of health education itself. Everyone had a 
latrine. Even if it wasn’t always used, it existed, if 
only for the purpose of making me happy. That was 
already something. The rest would follow, | told 
myself, as a result of the health education meetings. 


Next, | began to tackle the question of the general 
cleanliness of the village. | asked the people to sweep 
their lots each day. Some may think | was asking too 
much of them; my answer is that | know them and 
have studied their way of thinking. If | had told them 
to sweep once or twice a week, they wouldn’t have 
done it at all or perhaps only once every two weeks. 
In any case, | didn’t impose anything; | sim 
requested this in my capacity as a health educator. 
And they complied with my request. At the end of 
six months the village was truly clean; one might even 
say it had been “made healthy”. 


The next stage was to be the building of fountains for 
drinking water and the cleaning up of their 
surroundings. For, in spite of all | had already done, 
people were still defecating in the bushes and thereby 
polluting the water supply. | continued my efforts, 
however. Gradually this practice did decrease. Our 
village fountain was finally built. Then the neighbour- 
ing villages began to invite me to visit them. “Things 
aren't going too well here,” they said. ‘“You must 
come to see us.”’ | answered, ‘Wait until | have 
finished in my own village.’’ Then | went to see their 
water sources. | explained to the people why it was 
necessary to have clean drinking water. | don’t intend 
to go into details here; the villagers understood. G 
new difficulties arose. Fountains had to be built a 
money was therefore needed. | suggested that the 
villagers collect money among themselves. And 
indeed, they raised the necessary amount and brought 
it to me for safe-keeping. ‘It is not up to me to keep 
this money,” | said. ‘“Take it to the village chief.” 
And so they did. 


We bought cement, and we found a mason to build 
the fountain. When it was finished, we set up a white 
flag. At that time, we had a system whereby a white 
flag was given, as a sign of encouragement, to each 
village which had built a fountain. Thus a white flag 
was presented to the village of Sadi-Kinsanga. 
Following this achievement, all the neighbouring 
villages asked me when | would come to work with 
them so that they could also have a white flag. | 
always replied, ‘‘Don’t worry. | shall come.” 


When | saw that the village of Sadi-Kinsanga had been 
cleaned up, |! then began to work for the 


neighbouring villages. In this way, | improved the 
health conditions of about ten villages. | accomplish- 
ed all this on foot, as | had no other means of 
transportation. Moreover, | carried out all of this 
programme after my official working hours at the 
dispensary, usually during the afternoon. At the time, 
| was entirely alone at the dispensary. (1 work there 
in the mornings and do my rounds in the other 
villages in the afternoon, covering about 50 villages 
within a radius of 12 kilometers.) 


Development committees 


After improving ten villages in this way, | next 
formed committees. In fact, these committees were 
already in existence, as | have explained above. But 
they did not yet have specific activities. Once again, | 
called together the village chiefs and | said, ‘‘Now 
that | have taken the first steps, it is time for you to 
be responsible for what is to follow. | would like you 
to be aware of your own health concerns and to be 
responsible for your own health. | would like you to 
help me as much as possible in my task. You may 

on my activities if you wish to do so.” “All 
right,’’ they replied, “‘we will give you our answer ... 
tomorrow.’’ And the next day they came back and 
said they agreed with my proposals. | then went on 
explaining my plan and told them that we would 
form a committee which | called a development 
committee. This was in 1972. 


You will perhaps wonder why | called these 
committees development committees. | will explain 
this farther on. The role of each committee was to 
supervise its own village, to be sure the fountain was 
not overgrown with weeds, to hoe the ground around 
it, to check the lids on the latrines and to make sure 
the waste pits were not full. From that time on, | 
limited my activity to supervising their work on an 
impromptu basis; for | had discovered that if | 
announced my visit ahead of time, | would find 

rything in order. They wanted to please me by 
@.. things straight before | came to visit. My aim, 
however, was to see whether they were themselves 
convinced of the usefulness of their work. 


The village committee met once a month at the 
dispensary. | participated in these meetings asa simple 
technician. | made no decisions on my own. The 
members of the committee took all decisions 
concerning the village. 


Meanwhile, | was fortunate to be no longer alone at 
the dispensary of Sadi-Kinsanga where | am head 
nurse. | now have a laboratory technician and a 
nutrition educator to help me. An aide also comes 
regularly from Kisantu to rid the houses of insects. 


In spite of my interest in health activities in the 
surrounding villages, my plan of action still gives 
priority to the work of the dispensary itself — caring 


for the ill. For | am convinced that preventive health 
care can only succeed on the basis of high quality 
curative services. The nurse must first come to be 
trusted by the population he cares for, and this will 
depend on the quality of care he provides. 


One of my concerns was, therefore, to improve the 
health services offered at the dispensary; this meant, 
to begin with, improving the physical aspects of the 
dispensary, namely its building and equipment. 


Antenatal clinics and maternal and child health care 


Following my initial activities which included the 
cleaning up campaign, health education and the 
setting up of development committees, | set about 
organizing antenatal clinics. 


First of all, though, | must go back in time and recall 
the conditions under which |! was working. My 
“dispensary’’ was just a cramped little room, 1 1/2 
meters by 2. When the head doctor, who was Dr 
Jancloes at the time, came to examine a patient, | had 
to go outside and leave them alone, for there was not 
room inside for the three of us. For intravenous 
hydration and other examinations, we had to set up a 
plank outside and settle the patient on it. One day, 
the doctor came upon me unexpectedly, working this 
way outside during the dry season which is very cold. 
To his question as to why | was doing this, | replied, 
“Doctor, | cannot go on in this way any longer. Go 
inside the dispensary and see for yourself where | 
could have put my patient.’’ He then admitted | had 


no other choice. But what could we do practically? | 
gathered together the local people and said to them, 
“| cannot work seriously in this dispensary. We must 
manage to do something about the situation.” ““What 
can be done?” they asked me. ‘Well, we could 
build,” | replied. ‘It’s really necessary. And that way 
we could accomplish more in the field of health 
care." They then realized the extent of my 
difficulties. They collected money, once again, each 
family contributing 60K (ca. US$0.70). “‘Here is the 
money,’ they said, quite simply. But | immediately 
replied, ‘‘This is not my money. It belongs to you. 
Decide yourselves what you want to do with it.” “All 
right,’ they said, ““we’re going to ask the collectivity 
for a brick machine.'’ The machine arrived and the 
village people began making bricks. The collectivity 
sent masons, and we built three beautiful buildings: a 
small house for myself and my family, a larger one 
(30 m by 15 m) for the hospital and maternity ward, 
and a third which is used as an outpatient clinic. 


| thus abandoned my poor old dispensary and moved 
into the new one where | immediately began 
organizing a maternal and child health programme 
and antenatal clinics. We checked the development of 
the women’s pregnancies; we gave advice on nutrition 
and the foods the mothers might use; we counselled 
them on hygiene during pregnancy and on sex 
education; we gave treatment for worms, etc. In 
addition, for preventive purposes, we vaccinated them 
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and distributed anti-malarials. Finally, the mother’s 
stay at the maternity hospital after childbirth gave us 
the opportunity to immunize the new baby (BCG and 
smallpox). 


New baby clinics 


Once these precautions had been taken, | organized 
nutrition education sessions and new baby clinics. By 
then, a nutrition educator was part of the dispensary 
staff. All of the village children under two years of 
age have a check-up twice a month. The mothers 
bring them to us, and we advise them on the 
children’s diet. We provide vermifuges, anti-malaria 
treatment and immunization, curatively or preven- 
tively, depending on the particular situation. The 
children are weighed during the nutrition education 
sessions. On this occasion, we talk about various 
problems, and especially those concerning the 
prevention of illnesses such as kwashiorkor (a disease 
due to malnutrition). 


Each village sends its women in turn twice a month to 
the health centre at Sadi-Kinsanga for nutrition 
education. The teacher explains to these women the 
role of various foods for the growth and development 
of the child; she also stresses the need for nutritional 
hygiene. She gives practical demonstrations of how to 
prepare for the children a meal with a high protein 
content. The children who have accompanied their 
mothers then eat the food which has been prepared 
during the demonstration. We may note that these 
meals are prepared with agricultural products grown 
in Our own experimental garden and commonly 
available in the area: groundnuts (groundnut milk), 
pumpkin seeds (porridge), sesame seeds (sesame 
porridge), soya (paste), etc. 


The implementation of this programme entailed 
financial problems. | solved them at first by asking 
each mother to pay 2K to cover the cost of the food 
needed for our demonstrations. Some mothers paid, 
but others refused. To avoid failure, we had to resort 
to other means. My staff and | began to plough afield. 
We started by planting a vegetable garden. We grew 
groundnuts, soya, a few beans. The produce was to be 
used only for the children who came to the 
dispensary, and we kept part of it in reserve. We were 
able in this way to carry on our work while relying 
only on our own resources. Our dispensary is thus 
enhanced by a beautiful experimental garden which is 
very useful in many respects. 


Looking after particular patients 


We have also held several sessions in order to 
encourage the village people to feel responsible for 
their own health. Demonstrations of contagious 
diseases have been given with the help of the ‘picture 
box’’ published at Kangu. Cases of kwashiorkor are 
rare in the area. But pre-kwashiorkor conditions, 
which are more common, are given particular 
attention. | even make house calls to see how mothers 
are feeding a child with a pre-kwashiorkor condition. 
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| have observed that even if the mothers come to our 
sessions, they do not always have the practical means 
for applying what they have learned. | sometimes 
arrive unexpectedly and ask the mother to show me 
what she has prepared for her child. | can then give 
her additional advice. 


Health discussions 


| noted above that | had asked the people to clean 
their lots every day. | also mentioned that cleaning up 
seems to me impossible without health education and 
that, in my opinion, the two go together. In addition, 
another permanent activity is essential: health 
discussion groups. One cannot expect people to build 
latrines without asking why they do it. For them, 
using the bush as a toilet is just as good. | recall the 
remark of a villager who had a W.C. which he didn’t 
use: “Each time | go to a latrine, | get scabies; so | 
don't go — for fear of getting scabies.” It is thus 
important to convince the local population that what 
is asked of them is justified. 


The dispensary team and | have begun to persu@™®: 
the village people that they must look after their own 
health. We have taught them hygienic habits which 
they have accepted. We have spent countless sessions 
on these topics. Sometimes we change our method. If 
we are discussing improving the environment, | select 
a person from the group. He then presents his ideas 
on the subject and we discuss them. | had come to 
realize that it is preferable to involve the people 
themselves in the task to be accomplished. They then 
pay more attention to the explanations given. This 
method has enabled me to dispose of the “picture 
box”’. 


The people must not remain unoccupied for too long 
a time during these motivation sessions. They must 
have something to do. For this purpose, we use 
alternately Party songs and health education songs 
which we teach them ourselves. G 


The laboratory technician’s rounds 


It is not enough to improve village health conditions 
from a preventive point of view. The people may 
already have worms before the cleaning up begins. 
They must be cured. We therefore have prescribed 
treatment for worms in all the ‘“‘improved”’ villages. In 
those which have not yet been cleaned up, this would 
not make any sense. Our laboratory technician visits 
the sub-towns every two months. He can examine 
carefully 200 people per day and _ distribute 
medication for worms and malaria when the results of 
fecal analysis and thick smear are positive. 


Elimination of insects 


Along with detecting illnesses which have already 
broken out, it is necessary to combat those agents 
which transmit disease, especially mosquitoes. The 
young man in charge of this programme goes from 
village to village with a spray containing a pesticide; 


At eighteen months the child still drinks his mother’s But, at the age of four months, the baby must also be 
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ITN. 


is 
rnd yy 
PAN Al 
THE WAY TO HEALTH 


The child is weighed each month; his increased weight 
can be seen each time. 


he goes from one house to the next, always at the 
request of the village people, eliminating mosquitoes, 
bed-bugs, etc. 


Supervision 
Once all this was done, | still had to organize 
supervision rounds. | must go frequently to the 


villages to check on the cleaning up, to give advice 
and, when necessary, to repeat discussion of certain 
topics related to health education. The development 
committees help me with this work. 


It was during these rounds that | acquired the 
conviction that success is possible only if the people 
involved trust us. Moreover, we must forget about our 
status as registered nurses, doctors, etc. and work 
with the people at their own level. 


Development activities 


| mentioned above that | would explain why | 
preferred the term development committee to that of 
health committee. All this was happening in 1972. | 
was involved in getting the people to build latrines. 
Now for me, this was only a start. My aims were 
much broader. And indeed, my committee had 
decided to include in its programme economic 
development activities for the region. 


We therefore embarked on the cultivation of soya. In 
Lower Zaire, soya was not generally grown. It was 
brought into the zone of Kisantu only a short time 
ago. My colleague from Malele, Citizen Makitu, and | 
started growing soya in the dispensary’s experimental 
garden. We were eventually able to explain to the 
village people that they too could grow this plant. 
But we also had to explain why they should plant 
soya rather than something else, and why it was good 
for them to eat soya. 


We next began raising rabbits and ducks. In our area, 
these are uncommon. We first did this to meet the 
needs of our own dispensary demonstrations. Each 
member of the staff had his own stock. This practice 
was then adopted by each member of each village 
committee. How did | go about this? | had a pair of 
rabbits and a pair of ducks. They then multiplied. | 
left a male and a female in each village. When they 
had in turn reproduced, | asked the village people to 
give my female back to me and then | went on to 
another village using the same method. For the time 
being, the villages have all the rabbit and duck they 
can eat. 


This is the first reason why | didn’t call my 
committees health or hygiene committees. We are 
involved in more than just hygiene, for our activity 
embraces almost all aspects of development. As a 
matter of fact, we have just started a new project 
which | have baptized the “adobe brick project’’. | 
hope in this way that each inhabitant will eventually 
have a house made of brick rather than of thatch as is 
the case at present. In addition, our development 
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committees are composed of four people, none of 
whom is involved in the medical field; they are, 
namely, the village chief, his secretary, the head of 
the JMPR (Youth Party Movement) and a ‘‘bongisa 
Mamma”, that is to say, a rather strong-minded and 
dynamic woman from the village. For psychological 
reasons, | refrained from including others such as 
local tradespeople. | confined my selection to people 
who have an influence on the local population and 
who bear responsibility for the community. 


The Local Welfare Council 


| began to realize that there were now too many 
committees for me to handle all myself. At present, | 
must supervise 40 villages; soon there will be 50. Ata 
rate of 4 members per village, my plenary sessions 
included at least 160 people. This did not make 
things easy for me. A chance event came to my 
assistance. On 30 November 1973, | was listening to 
the radio. The President of the Republic was making 
a speech. | heard him speak of the founding of the 
National Health Council, or rather the National 
Welfare Council. Here is the passage from 
presidential speech which seemed directly to concern 
me, my work and all the projects | hoped to realize in 
my capacity as a nurse ina rural area: 


y 
? 


“On several occasions | have promised the people 
that our economy would serve the citizen of Zaire. 
The best way to achieve this is to improve health 
conditions. / have therefore decided to create a 
National Health Council. / would have liked to 
name it the National Welfare Council, for the term 
‘health’, means for me not only care for the ill, but 
education for the healthy so that they may remain 
in good health; in other words, this means 
preventive medicine.” 


said to myself, ‘Well, couldn’t we adapt this new 
approach to our needs here? ” The very next day, | 
called a meeting of all the development committ 
“Listen,” | said to them. ‘The President of 
Republic has just spoken of setting up a National 
Welfare Council. Here is my problem. | realize that 
we now have a great many committees. Our 
discussions sometimes lead to chaos. | would like to 
suggest that we create here a Local Welfare Council. 
We will choose as members wise people who can 
make decisions. The present committees will continue 
to exist in each sub-town.”” The development 
committees still exist, but | have changed some 
aspects of their activity. Meetings are not held more 
than every three months, whereas before they took 
place every month. On the other hand, the new Local 
Welfare Council meets once a month. | have also 
changed the structure of the development commit- 
tees: they are now the executors of the decisions 
made by the Welfare Council. 


The Local Welfare Council is composed of 10 
members chosen from the 50 development commit- 
tees (10 of which have been created recently in 


villages which are still in the process of ‘‘cleaning 
up’’). Right from the start, | shared with the Council 
my difficulties at the dispensary, telling them what 
was lacking and also what we could do right away to 
improve the situation of the local inhabitants. 
However, each member of the Council is also entitled 
to submit problems or to present new needs of 
common interest. The Council can then make 
decisions as to possible solutions and enforce its 
decisions through the development committees in the 
villages if the matter at hand’ involves. the 
participation of the local population. 


Here is an illustration: 


A village does not have enough drinking water 
fountains. The Local Welfare Council, when 
informed of the problem, discusses the matter and 
decides that a fountain must be built with the help 
of the local population. Each person’s contribution 
is determined according to the total cost of the 
project. 


The local development committee will be in charge 
of collecting the money, which will be handed over 
to the treasurer of the Local Welfare Council, and 
of directing that part of the work which is to be 
done by the people themselves. 


On the other hand, the masonry and the provision 
of cement, stones, sand, technical staff and so on, 
all of which imply a certain level of organization, 
are in the hands of the Local Welfare Council. 


This is the situation at present. Don’t think, however, 
that our success in this region is the result of a 
miracle. There have been many difficulties. | was not 
highly thought of to begin with, and was often 
misunderstood as well, especially when the people 
felt | was asking too much of them, as in the case of 
@e0in: the lots, for example. 


| remember one day, in the course of my supervision 
rounds, coming on a lot which was really filthy in all 
respects. It belonged to a leader of the People’s 
Revolutionary Movement. | went to see him and | 
said, ‘“You are a leader of the Party. | think you had 
better help me in my clean-up work in the village. 
You don’t havea latrine and your lot is full of weeds. 
Do you think that is right? You are a scandal for 
other people.’’ ‘“‘Listen,”” he said to me. “You go 
away. | have nothing to learn from you here. And if 
you go on, I'll box your ears.’’ | was very 
embarrassed, especially as people had already 
gathered around us. | went to complain to the head 
of the collectivity, and the Party leader was punished. 
He spent three days in jail. But when he came out, be 
became an active member of the committee. | rely on 
him a great deal. 


The development committees do a lot of work in 
addition to that described here. For instance, in the 
field of maternal and child health, they go to find the 
children in the villages; they send lists to the 
dispensary. They refer pregnant women to us for 
antenatal check-ups. In the same way, as soon as they 
detect a case of pre-kwashiorkor, they let me know 
about it or they send the child to us directly, etc. 
Some of the committees even organize health 
education meetings. This is not the case for all of 
them, however, for some of the chiefs are old and 
stay on in their position only because they have 
authority over the population and the young people. 


This is roughly what we are doing in Sadi-Kinsanga 
and in the surrounding areas. | don’t know if my 
story has lived up to your expectations. | do know 
that | have tried to live up, in a satisfactory way, to 
the expectations of the inhabitants of Sadi-Kinsanga, 
in the middle of nowhere, 100 kilometers from 
Kisantu, way out there in the bush... 


Konde Pambu Yemba 
Head nurse of the state dispensary 
of Sadi-Kinsanga 


EVANGELICAL HOSPITAL OF VANGA 


Excerpt from the Annual Report 1975 


“During the year 1975, the rural public health 
programme of the Evangelical Hospital of Vanga went 
on as usual, but with a new approach. In previous 
years, the hospital’s activity in this field was based on 
mobile teams which went from town to town in the 
area around Vanga. This year, as had already been 
planned for 1974, decentralization took place. The 
hospital redistributed the staff of 3 of the 4 teams in 
10 rural dispensaries dependent on the Vanga medical 
service, thus turning the dispensaries into health 
centres. The staff of each of these centres is at 
present composed of 3 to 6 people; these include an 
auxiliary male health nurse who leads the team and is 
officially in charge, other auxiliaries trained in 
community health care and, in some centres, 
obstetrical nurses. Each centre serves surrounding 
villages within a radius of 8 kilometers. The staff use 
bicycles for transportation; the Vanga Hospital has 
already sold 30 bicycles for this purpose. 


... TWO auxiliary health nurses trained as supervisors 
ensure the regular supervision of these centres. They, 
in turn, are under the supervision of the doctors and 
the director of the Vanga Hospital. This form of 
decentralization has many advantages: 


1) Contacts with the population are increased. The 
team is permanently based at the centre and makes 
regular visits to each town or village. 


2) Activities are conducted on a more regular basis. 
The activities of each centre no longer depend on 
vehicles, fuel, road and weather conditions, etc. If a 
clinic session cannot be held one day, for some 
reason, the team can replace it the next day. 


3) Curative and preventive services are increased in 
number. The team’s presence in the town attracts 
patients to the centre and the population generally 
receives better care at earlier stages. 


4) Services are more efficient and expenses decrease, 
especially with respect to mileage. Fewer health 
workers are employed full-time and the salaries of the 
multi-disciplinary workers are covered by payment 
for curative services. 


This programme works effectively when: 


i) the trust and participation of the local population 
are ensured; 

ii) the centres are adequately supplied with medicine 
and other materials; é 

iii) a spirit of cooperation is established among the 
members of staff and in relation with other 
medical services; 


iv) supervision is ensured on a regular basis. 


... Cooperation with the state medical service: the 
Vanga Hospital staff seeks to further increase 
cooperation with the authorities of the state medical 
service. In March 1975, the Regional Medical 
Inspector appointed Dr Fountain to be in charge of 
the technical supervision of medical training in the 
Bulungu zone, and, more particularly, to introduce 
public health techniques. An inspection tour of about 
twenty state dispensaries in the medical districts of 
Mayoko Saka-Saka and Zaba was undertaken jointly 
with the Sub-regional Doctor. A _ training and 
refresher course for District Heads and some staff 
members of the state dispensaries was given 1@: 
Public Health Training Centre at Vanga. Problems of 
supplies, regular supervision and support for these 
programmes remain to be solved. 


...A programme has been proposed to integrate 
preventive health and health promotion techniques 
with state medical education. Difficulties remain 
concerning pharmaceutical and other supplies, regular 
supervision and support. Training — both for new 
personnel and for staff already employed who need 
additional training — is provided at Vanga. It is to be 
hoped that an integrated programme of high quality 
primary health care can be expanded to cover the 
entire population of this zone of action. The result 
will be an obvious improvement in the people’s health 
and a resulting increase in their productivity. 


Dr-Daniel Fountain 
Medical Superintendent 


(Translated from French) 


CMC NOTES 


Dr David Morley, Institute of Child Health, London, 
England, has asked us to draw your attention to the 
date of the next short summer course on *’Paediatric 
Priorities’. This will be held from 11-15 July 1977. 


Moreover, the Tropical Child Health Unit of the 
Institute also hopes to run a further 2 weeks’ course, 
mainly for nurses, in September 1977. 


Dr Morley welcomes visitors from overseas at all 
times. He may be contacted at: 


Institute of Child Health, 
30, Guilford Street, 
London, WC1N 1EH, 
England. 


The Christian Medical Commission is pleased to 
announce the production of a new film on health and 
human development. It is the story of the 
Chimaltenango Development Project in Guatemala 
and has been coproduced by the CMC/World Council 
of Churches and Teldok Films (Federal Republic of 
Germany), in close cooperation with the World 
Health Organization. The early days of this project 
were described in CONTACT 19 (February 1974). 
Filmed among the Cakchiquel Indians in the 
highlands of Chimaltenango District, this documen- 
tary clearly shows that, for them, the main 
determinants of health are food and water... and 
LAND. It seriously challenges many of the 
presuppositions on which health care systems are 
esigned. It demonstrates the progress that can be 
6: in promoting health and human dignity through 
the mobilization of the human resources of the 
community and through giving expression to the 
needs, goals and life style of the people themselves. 


SEEDS OF HEALTH 


The project was initiated by Dr Carroll Behrhorst as a 
small clinic effort. But it soon became apparent that 
this style of work did not get at the root cause of 
disease in that area. Growing out of this was the 
deployment of ‘health promoters’, a group of health 
workers chosen by their own communities for the 
task of preventive and promotive health activities as 
well as simple curative services. 


Francisco Curruchich, one of the health promoters, 
describes his task in the film: “‘I think that the best 
weapon that can defend a people is to awaken their 
interest in defending their health in every sense of the 
word, not only medically. To defend one’s health, 
human dignity and one’s rights in any given system — 
that, for me, is the greatest weapon that can defend 
and liberate a people.” 


The relationship of the Indians to the land is a crucial 
one in the struggle for food and water and health. 
Two percent of the landowners in Guatemala own 
over 80 percent of the land. Most of the peasants of 
the highlands own so little they cannot grow enough 
food to feed their families from one harvest to the 
next, Or must rent land on which to grow their 
precious maize. To feed their families, most of the 
peasants have to trek to the large plantations to work 
for several months each year, while the women and 
children are left to work the small holdings at home. 
To address this aspect of the problem, the project has 
begun to train ‘extensionists’ whose tasks include 
hygiene, nutrition, modern agricultural methods as 
well as community development. A major water 
project in one community has emerged out of this 
aspect of the work and adequate water for the 
community as well as irrigation has been the result. A 
Land Foundation has also been established which 
seeks to assist the Indians to acquire land on a 
cooperative basis and minimize the need for the men 
to leave home for employment. All aspects of the 
work are coordinated at the clinic which serves as the 
base of training, refresher courses and guidance. 


SEEDS OF HEALTH shows in a graphic way that the 
search for a new style of health care has produced 
one answer, an answer that seems appropriate for the 
communities of Chimaltenango. It regards health as 
but one aspect of total human development and 
identifies what, for the Cakchiquel, are the root 
causes of illness. 


SEEDS OF HEALTH is in 16 mm colour and runs for 
45 minutes. English, French, Spanish and German 
versions of the film are being produced. Information 
on its availability can be obtained by writing to: 


World Council of Churches 
PO Box 66 

1211 Geneva 20 
Switzerland 


Teldok Films 
Schillerstrasse 52 

7800 Freiburg im Breisgau 
FRG 


CMC NEWS 


During the meeting of the Central Committee of the World Council of Churches in August 1976, the following 
were appointed as members of the Christian Medical Commission: 


Mabelle AROLE, MD 
(India) 

Marie D ASSAAD, MA 
(Egypt) 

Rev Michael BENCKERT 
(Federal Republic of Germany) 

John H BRYANT, MD 
(USA) 

Rev Dr Charles ELLIOTT 
(UK) 
Vice-Moderator 

William H FOEGE, MD 

(USA) 

Colin E FORBES, MD 
(Jamaica/Canada) 

Noboru IWAMURA, MD 
(Japan) 

Emil AJ JEEVARATNAM, MD 
(Sri Lanka) 


Herman J MIDDELKOOP, MD 
(Netherlands) 


Rev John A MURDOCK 
(USA) 
Citoyen NLABA-NSONA 
(Zaire) 
Rt Rev Jonathan AONYEMELUKWE 
(Nigeria) 
Gustavo A PARAJON, MD 
(Nicaragua) 
Rev Ernst PETZOLD 
(German Democratic Republic) 
Martin SCHEEL, MD 
(Federal Republic of Germany) 
Peter JH STRANG, MD 
(New Zealand) 


Bert ASUPIT, MD 
(Indonesia) 


Sylvia TALBOT, EdD 
(Guyana) Moderator 


Eunice ZAMBRANA Villarroel, RN 
(Bolivia) 


Co-Director, Comprehensive Rural Health Project, Jamkhed, Maharashtra, 
India 

Senior Research Assistant, Social Research Center, American University, 
Cairo 


Acting General Secretary, Liaison Board for World Mission (EAGWM), 
Hamburg, FRG 


Director, School of Public Health, Columbia University, New York 


Director, Overseas Development Group, School of Development Studies, 
University of East Anglia, Norwich, England @ 


Assistant Director for Operations, Center for Disease Control, US Public 
Health Service, Atlanta, USA 


Associate Professor, Department of Community Health, Faculty of 
Medicine, University of Nairobi 


Public Health Director, United Mission to Nepal, Kathmandu. Presently 
serving the Christian Conference of Asia as Health Consultant 


Medical officer in charge of hospital in Sri Lanka; and member of WCC 
Central Committee 


Medical Secretary, Board of Mission of the Netherlands Reformed Church, 
Oegstgeest 


Associate General Secretary, Health and Welfare Ministries, The United 
Methodist Church, New York 


Director of Medical Services, Eglise du Christ au Zaire, Kinshasa 
Bishop on the Niger, Onitsha, Anambra State, Nigeria & 


Director of PROVADENIC (Proyecto de Vacunacion y Desarrollo 
Comunal de Nicaragua), Managua 


Director, Office for Interior Mission and Inter-Church Aid in the German 
Democratic Republic, Berlin 


Director, German Institute for Medical Mission, Tubingen, FRG 
General practitioner, Medical Centre, Gore, Southland, New Zealand 


Director, Bethesda Hospital, Tomohon; Head of Regional Directorate of 
Health Care, North Sulawesi Department of Health; and Vice-Chairman of 
Medical Commission, Minahasa Evangelical Church 


Episcopal Supervisor of the African Methodist Episcopal Church for 
leadership development throughout the Caribbean, with emphasis on 
women and youth, Kingston, Jamaica 


Nurse-technician on health planning, Health Planning Office, Government 
Ministry of Health 


